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 N 000 Initial Comments  N 000

This visit was for an initial home health state 

licensure survey.

Facility #:  012618

Survey Dates:  December 13-15, 2011

Medicaid Vendor #: N/A

Surveyor:  Marty Coons, RN, PHNS

Maxim Healthcare Services Inc is in compliance 

with the Indiana State Rules for home health 

agency licensure 410 IAC Article 17

Quality Review: Joyce Elder, MSN, BSN, RN

December 16, 2011
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